Tumours may arise in the lateral half of the face or paranasal sinuses and secondarily involve the infratemporal fossa or pterygoid region; more rarely a primary tumour may originate in the pterygoid region. Complete ablation of these tumours controlled by frozen section monitoring can be achieved but adequate surgical exposure is mandatory.
Figure I. Surgical approaches to temporal and pterygoidregions

Superior approach
Lesions arising in the skin or deeper tissues in the superior aspect of the region are best exposed from above. An incision is made in the temporal region and deepened to include a deeper layer of uninvolved tissue. Thus the resection may include skin, temporal fascia, temporal muscle or malar bone. More extensive tumours will require a craniofacial resection of the temporal bone (Wilson & Westbury 1973) .
Inferior approach
Tumours of the deep lobe of the parotid or adjacent tissues should be exposed by a temporary vertical osteotomy of the mandible in the region of the premolar tooth. The mandible with its associated muscles can then be retracted upwards to allow surgical access to the inferior pterygoid region (Ranger & Cook 1963) . Following the resection, the mandibular contour can be re-established by lower border wiring or a bone plating of the horizontal ramus of the mandible.
Medial approach
Tumours involving the posterior wall of the maxilla or deep pterygoid region are best exposed by a modified Crockett (1963) approach. A midline split of the lip is extended around the nose and through the lower fornix of the lower eyelid, and a full thickness laterally-based flap is 1Paper read to Sectionof Laryngology, 7 December 1979. Accepted 21 July 1980 0141-1768/80/100744-02/$01·00/0 raised to expose the anterior wall of the maxilla. The processes of the malar bone are then divided accurately with a power drill and the bone mobilized on a masseteric muscle pedicle which is retracted downward. The pterygoid region is then exposed by excision of the coronoid process and the associated area of the temporalis muscle. No attempt should be made to preserve the coronoid, as it results in subsequent trismus and difficulty in fitting a prosthesis.
This technique provides an adequate exposure of the whole pterygoid region, allowing an incontinuity resection of the maxilla and associated involved deeper structures. Postoperative haemorrhage from the pterygoid venous plexus is controlled by diathermy and transfixion ligation of the bleeding points. Pressure to the area is maintained by a mould covered by a lining skin graft, which is held in position by a preformed Gunning splint with circumzygomatic wires. The repair is completed by direct wiring of the malar bone back into position and by careful suturing of the cheek flap.
Resection of more extensive tumours can be facilitated by a transverse incision through the cheek extending outwards from the angle of the mouth. Inferior extensions of the tumour may be visualized by the temporary osteotomy of the mandible (Conley 1956 , Conley & Dingham 1973 .
Lateral approach
Tumours of the meatus or middle ear cleft carry a high mortality rate and are comparatively insensitive to radiation therapy, especially when involving bone. Small tumours of the meatus can be managed by a sleeve resection performed via a posterior auricular approach. Tumours of the meatus involving the auricle are best treated by an anterior sleeve resection (Blake & Wilson 1974) in continuity with the involved area of the auricle, but larger tumours may require complete amputation of the ear. Tumours of the meatus may eventually involve the middle ear and temporal bone if they recur after conservative surgery. Primary tumours of the middle ear cleft or secondary involvement by adjacent lesions may also occurr necessitating a craniofacial resection . A piecemeal resection in the elderly or partial resection of the temporal bone with preservation of the auricle may be performed. A high degree of rehabilitation can be achieved by restoring the contour of the region by suturing a de-epithelized deltopectoral flap under the flap bearing the ear.
Facial resections in continuity withskull base
Large tumours will necessitate the total resection of the temporal bone, but a preliminary mobilization of the carotid artery from its canal in the apex of the petrous temporal bone should be carried out before performing a routine resection . When closing the defect it is important to achieve complete seal of the cranial cavity. The use of a large narrowbased forehead and scalp flap provides the safest method of repair.
Advanced localized tumours that have invaded the full thickness ofthe cheek and skull base may be resectable if the vault of the nasopharynx and sphenoidal sinus are clear of tumour. However, complete ablation of the soft tissues in continuity with the underlying skull base by a craniofacial approach is necessary . Rapid repair of the consequent major defect can be achieved by the combination of a large scalp and forehead flap to provide adequate cover to the dura, and bilateral deltopectoral flaps with their bases converted into axial pattern tube pedicles to provide enough tissue to reconstruct the face .
